PSYCHIATRY UNDER RESTRICTIVE CONDITIONS
Correctional psychiatry in Nigeria: dynamics of mental healthcare in the most restrictive alternative Nigeria has poorly structured services for correctional mental health driven by a mix of socioeconomic and legal factors. The archaic asylum systems established in the early part of the 20th century under the Lunacy ordinance of 1916 are no longer fit for purpose. The present strategy is to provide mental healthcare for mentally abnormal offenders within some prisons in the country. The current models for this are poorly staffed and underfunded. Adoption of task-shifting approaches based on evidence-based strategies within the context of professional innovation, government commitment and international collaboration should help to develop and sustain the needed correctional psychiatry services.
The history of correctional psychiatry in Nigeria can be traced to the earliest part of the 20th century when two important lines of 'asylums' were established under the Lunacy Ordinance of 1916 by the British colonial administration. The first line involved what could be regarded as 'non-prison' asylums in the southern protectorate, with two asylums being established in Calabar and Yaba by 1907 and a third one following in 1944 in Lantoro (Laws of Nigeria, 1948) . These asylums were for the custody of people with mental illness who were not necessarily offenders. In addition to these three, selected native authorities mainly in the northern protectorate of Nigeria (as it was then known) were also empowered by the ordinance to establish asylums. The second line related to prison-based asylums that essentially comprised prison cells designated for the custody of offenders with mental illness (Laws of Nigeria, 1948) . Over time, the non-prison asylums were either neglected or they were mainstreamed into modern day psychiatric hospitals without specific facilities to secure and treat offenders with mental disorders (Ogunlesi et al, 2012) . Although the non-prison asylum arrangements are still recognized by law, they are no longer properly funded and their oversight mechanisms ('visiting committees') 'during the pleasure of the Governor,' it would appear that the only existing interpretation of an asylum in the country is prison.
As noted by international research into the burden of mental disorders in prison settings (Fazel & Seewald, 2012) , current data from local studies also indicate elevated rates of mental disorders among prisoners. In view of the absence of sufficient mental health workers in an overburdened prison system, a treatment gap for mental disorders is likely to exist. This paper describes the structure of the existing correctional psychiatry model and its significant workforce, funding, security and ethical challenges. (2)) (Araromi, 2015) . It is noteworthy that the Prison Act empowers relevant authorities to transfer prisoners to hospitals when the prison is no longer conducive to the wellbeing of a sick inmate. Based on current experience and practice, there are currently three models of mental healthcare in the Nigerian correctional system and these are summarized in Table 1 .
Current correctional psychiatry model in Nigeria
Occasionally, inmates with severe mental disorders that require more intensive assessment and treatment may be transferred to named psychiatric hospitals under some form of hospital-treatment order by the courts (Laws of the Federation of Nigeria, 2004a) or under an administrative order supported by a certificate issued by a prison medical officer (Laws of the Federation of Nigeria, 2004b). 
Challenges of correctional psychiatry in Nigeria

Future directions for correctional psychiatry in Nigeria
The current prison environment is not isolated from the mental health treatment gap which is evident in low-and middle-income countries like Nigeria (Wang et al, 2010) . To effectively deal with this gap, a community-based approach, where mental health is integrated into primary care, should be adopted at the prison level through the training of prison staff without mental health qualifications. This approach is different from the current models that have not incorporated training. It is to be noted that the training may be based on four or five priority conditions that are recognized mental health issues in the prisons. The training and treatment guidelines should be adapted from the World Health Organization Mental Health Gap Action Programme Intervention Guide (mhGAP-IG), an approach that has been implemented in the country at the primary care level (Adebowale et al, 2014; Gureje et al, 2015) .
A contemporary mental health legislation should be enacted to provide proper treatment for prisoners with mental illness as well as for those offenders with mental illness that are under hospital care. The current Lunacy Law (Laws of Nigeria, 1948) does not take the mental health of prisoners into sufficient account, with only a tacit reference under section 17 to the limitation of the powers of a magistrate in granting the discharge of offenders with mental illness detained in asylums under sections 223 and 230 of the Criminal Procedure Act (Laws of the Federation of Nigeria, 2004a). Criminal law provisions such as section 230 of the Criminal Procedure Act need to be amended in such a way as to provide human dignity and the right to liberty, while balancing the individual rights with public safety. Clearly stated parole procedures with reasonable time limits for NGBROI detainees should be critical elements in any substantive amendment to the legislation. These legislative changes will undoubtedly aid in providing the necessary service and funding for correctional psychiatry while also leading to a reduction in the avoidable case load in the various under-resourced correctional mental health services in the country.
Conclusion
The present context of correctional psychiatry in Nigeria is that of underdevelopment and scarce resources. It is fraught with daunting ethical and practical challenges. Adopting task-shifting approaches based on evidence-based strategies such as the mhGAP-IG within the context of professional innovation, legislative action, government commitment and international collaboration should help to develop and sustain the needed correctional psychiatry services in Nigeria.
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Project description Setting
Project Shifa provides community mental healthcare in rural central India, serving a population of approximately 35 000 people in 75 villages within a radius of about 20 km. The project operates out of Padhar Hospital, a 200-bed, multispecialty, Lutheran mission hospital in the Betul district of the state of Madhya Pradesh. The hospital started a psychiatry department in June 2014, the only full-time mental health service in a radius of 200 km. The department currently consists of only a single psychiatrist. Psychiatry services at the hospital include evaluation and treatment of patients with psychiatric disorders in both outpatient and in-patient settings, as well as consultation services for patients referred from other departments in the hospital. Treatments offered include pharmacotherapy, relevant brief models of psychotherapy and electroconvulsive therapy. Detoxification and de-addiction services are also provided for the considerable number of substance users attending for treatment (particularly for alcohol and nicotine misuse). Project Shifa is Padhar Hospital's community mental health outreach program, and serves patients with psychiatric disorders and epilepsy in the target area. The team consists of the consultant psychiatrist, an office coordinator, 10 community field workers (multipurpose lay health workers employed by the hospital for a variety of outreach activities) and nursing students from the attached college of nursing who are on their psychiatry rotation. All team members are existing employees or students at the hospital, thus avoiding the expense of recruiting an exclusive workforce.
Clinical activities
The 75 villages covered by the project are divided into 11 clusters of approximately seven villages. The team visits one cluster area each week; it takes approximately 3 months to complete an entire round. The outreach visits are planned at one or more centralised locations in the cluster. During visits, the psychiatrist evaluates new patients screened by the field workers (lay healthcare workers trained at the hospital); patients with severe mental disorders and epilepsy receive free medications; and families receive education about management strategies, the need for compliance and supervision, and emergency contacts. The psychiatrist reviews all patients receiving medications in the field during these visits. During the intervening 3 months between visits, a field worker follows up with patients at their homes twice a month. The team also conducts home visits for patients who cannot travel. Patients with common mental disorders, including alcohol and other substance misuse, are referred to outpatient psychiatry at Padhar Hospital.
Group psychoeducational sessions are held in one cluster each month in rotation, primarily targeting patients with severe mental disorders and epilepsy along with their family members. These sessions focus on educating families about the nature of the disorders and management issues,
